T ype 2 diabetes is one of the most significant and growing chronic health problems in the United States. It is marked by the body's inability to make insulin, as well as the body's inability to effectively use the insulin it produces. 1 2 and is expected to increase even more dramatically, with the largest increase in adults ≥ 75 years of age. Diabetes is the seventh leading cause of death in the United States, despite often being underreported on death certificates. Furthermore, diabetes-related costs to society represent 23% of current health care expenditures, with more than half attributable to adults ≥ 65 years of age.
Diagnosis of type 2 diabetes has increased sharply in recent decades
4 Although prevention of type 2 diabetes is the ultimate goal, more effective management for individuals already diagnosed is crucial to mitigating the risk of complications and reducing the economic burden of the disease.
More than one in four U.S. adults ≥ 65 years of age have diabetes, 1 with the vast majority having type 2 diabetes. Diabetes treatment for older adults necessitates special attention to the clinical (e.g., comorbidities and complications) and functional (e.g., impairments and disabilities) characteristics of this population. Most adults with type 2 diabetes have at least one comorbid condition, 5 and as many as 40% have three or more distinct conditions. 6 Older adults with diabetes also are at greater risk for geriatric syndromes, including depression, cognitive impairment, injurious falls, neuropathic pain, and urinary incontinence. 3, 7 Comorbidities and complications can have a negative impact on diabetes self-care, [8] [9] [10] [11] health status, and quality of life.
12, 13 Furthermore, comorbidities and complications that do not directly affect self-care may pose competing demands, requiring substantial time, effort, and money to manage effectively.
14-17
As part of a larger qualitative study exploring how older adults manage and cope with type 2 diabetes self-care and other chronic conditions, 17 we present here an emergent theme of older adults' perceived challenges with the providers treating their multiple health conditions.
Study Methods

Research design
We conducted eight 60-minute focus groups with 32 older adults diagnosed with type 2 diabetes and at least one other chronic health condition; each focus group included two to six participants. Focus groups are a qualitative technique in which data are collected through semi-structured group interviews.
18 We used focus groups to gain insight into older adults' experiences about the care they receive for type 2 diabetes and comorbid conditions.
Sample selection
We employed purposive sampling 19 to recruit community-dwelling adults who were English-speaking, mentally alert, ≥ 60 years of age, diagnosed with type 2 diabetes by a doctor at least 1 year ago, and diagnosed with one or more chronic conditions in addition to diabetes. Participants were excluded if they were diagnosed with Alzheimer's disease, other dementia, stroke, or cancer in the past year, severe psychopathology (schizophrenia or bipolar disorder), or alcohol or drug abuse or if they had impaired activities of daily living (e.g., if they answered "yes" to the question I n B r I e f Type 2 diabetes and comorbidity represent serious health problems to the aging population. This qualitative study aimed to describe older adults' perceived challenges with providers treating their type 2 diabetes and other chronic conditions. Older adults perceived a general unwillingness from their providers to treat their multiple health conditions and address their individual preferences for care. Older adults may require more in-depth communication with their providers in addition to individualized treatment plans that address their preferences for comorbidity management. "Do you have any difficulties with bathing, dressing, personal hygiene, or walking?"). Participants with impaired activities of daily living were excluded because the aim of this study was to explore the impact of multiple chronic health conditions on type 2 diabetes self-management; if participants were receiving assistance with activities of daily living, they also may have been receiving assistance with diabetes self-care behaviors such as medication taking and meal planning and preparation.
Participants were recruited via the university diabetes database and direct mailings and flyers in the community. We contacted potential participants via telephone to screen them for eligibility and collect data on their sociodemographic characteristics. The university institutional review board approved the study. All participants provided written informed consent before participation and received compensation for their time.
Data collection
We devised a structured discussion guide and field-tested it for flow and clarity of the questions with a group of four participants. Once the discussion guide was finalized, we began data collection.
Focus groups were conducted at community sites (recreational centers and churches), university conference rooms, and occasionally at geriatric outpatient clinics. A trained moderator asked participants broad, open-ended questions about their perceived challenges of managing type 2 diabetes amid multiple chronic conditions, how they coped with potentially interacting conditions, and whether they perceived some conditions as more severe or important than others. Co-moderators observed focus groups and wrote field notes to capture key points (i.e., written accounts of what happened during focus groups) and observations (e.g., participant affect and behaviors) about the discussions. At the end of each focus group, moderators and co-moderators met to share impressions and observations. Focus group discussions were audio-recorded and transcribed verbatim; names and identifiers were removed to protect confidentiality.
Data analysis
Data analysis in qualitative research is an iterative process in which data collection and data analysis occur concurrently. For this study, the multidisciplinary research team, consisting of two gerontologists, a health behaviorist, and a graduate student, analyzed data using standard qualitative techniques. 19 Specifically, the researchers performed content analysis by independently marking and categorizing key words, phrases, and texts to identify codes to describe the overarching themes. 20 Transcripts were coded and then reviewed to resolve discrepancies. This process continued until saturation was reached, that is, until no new codes emerged. After all transcripts were coded and reviewed, one member of the research team entered the coded transcripts in NVivo 8 software (QSR International, Victoria, Australia) to organize the data to support thematic analysis.
To support credibility (validity), we triangulated data sources and investigators. 21 We converged multiple data sources, including focus group discussions, participant observation (e.g., participant affect and behaviors), and field notes (i.e., written accounts of what happened during focus groups) to verify the consistency of our findings.
21 Furthermore, two experienced researchers outside the research team and four participants reviewed the findings to achieve researcher and participant corroboration.
22
To support dependability (reliability) of the data, we tracked the decision-making process using an audit trail. 21 The audit trail is a detailed description of the research steps conducted from the development of the project to the presentation of findings.
Study Results
Thirty-two older adults with type 2 diabetes participated in one of eight focus groups (71.3 ± 7.6 years of age, A1C 6.9 ± 0.8%, diabetes duration 13.3 ± 10.7 years, BMI 32.5 ± 6.7 kg/ m 2 , 44% male, 100% non-Hispanic white, 52% college education or greater, 60% married, 84% retired [ Table 1 ]). The six most commonly reported chronic conditions other than diabetes were hypertension (n = 23), arthritis (n = 19), retinopathy (n = 15), hypercholesterolemia (n = 12), coronary artery disease (n = 8), and neuropathy (n = 8).
Previously published findings 17 from this focus group study of 32 older adults with type 2 diabetes and other chronic conditions identified three themes: 1) diabetes complications as a motivator, 2) prioritizing health conditions, and 3) emotional impact of comorbidity management. The majority of older adults perceived some of their comorbid conditions as being more serious than their diabetes and selectively attended to diabetes self-care based on perceived severity or importance. These older adults also reported distress and uncertainty when integrating multiple self-care behaviors for interacting conditions. Furthermore, they described feeling frustrated and overwhelmed with the multiple lifestyle, self-care, and medical demands required to manage their diabetes and other chronic comorbidities. Despite these difficulties, they acknowledged that the F e a t u r e a r t i c l e threat or onset of diabetes-specific complications motivated them to improve their diabetes self-care. Importantly, an unexpected yet prominent theme emerged specific to older adults' experiences with the health care providers (HCPs) treating their diabetes and chronic comorbid conditions. We discuss this emergent theme and provide relevant quotations below (transcript identifiers accompany each quotation indicating each source's identification number, sex (M/F), focus group (FG) number, age, and number of health conditions). 
Discussion
In this qualitative study of 32 older adults with type 2 diabetes and other chronic conditions, participants felt that their HCPs did not understand or appreciate the difficulties of living with type 2 diabetes and other chronic health conditions. Many perceived a general unwillingness from their providers to treat their diabetes along with their comorbid conditions. These adults described experiences of limited support and empathy from their providers, which some attributed to age discrimination. Furthermore, participants felt that their providers did not address their individual preferences for care. They wanted their providers to take the time listen to their difficulties with multiple health conditions, as well as their preferences for specific treatments, particularly during hospital stays.
These findings suggest a potential disconnect in the provider-patient treatment relationship with older adults with type 2 diabetes and comorbidities. Successful diabetes care requires teamwork between providers and patients.
23 Two components of successful teamwork are provider-patient communication and shared decision-making, both of which have been shown to F e a t u r e a r t i c l e improve patient satisfaction, adherence to treatment plans, and health outcomes. [24] [25] [26] [27] [28] [29] [30] [31] As adults with type 2 diabetes age, the health-related challenges they face can get more complicated and personal.
32 For this reason, older adults may require more in-depth communication with their HCPs, in addition to individualized treatment plans that address their preferences for comorbidity management.
Older adults and their HCPs should engage in ongoing discussions about what care is best for them and why. Furthermore, incorporating older adults' preferences regarding type 2 diabetes and comorbidity treatments can have important effects on the cost-effectiveness of glycemic control. 33 Thus, discussing perceived challenges to diabetes and comorbidity management may provide a systematic way to include older adults in the evaluation and treatment process, thereby enhancing the therapeutic alliance 34 and lowering the economic burden of type 2 diabetes care.
In our study, the older adults felt that their HCPs did not understand or appreciate the difficulties of living with type 2 diabetes and other chronic health conditions. However, two recent qualitative studies with primary care providers found that providers acknowledged the complexities of comorbidity management and stressed the importance of a patient-centered approach to care, emphasizing individualization and shared decision-making. 35, 36 Importantly, these providers spoke of conflicts between balancing patients' preferences with their own decisions for care and weighing the risks and benefits of adhering to treatment guidelines.
36
Thus, HCPs and older adults may benefit from education and clinical tools that target shared decisionmaking and communication skills to build an interactive relationship in which both HCPs and adults are comfortable addressing the challenges of diabetes and comorbidity management.
Study limitations include homogeneity of the study sample with regard to race/ethnicity and residential status (community-dwelling), participant self-selection, and selfreported data. The all-white, highly educated sample is representative of the central Pennsylvania area in which the data were collected. For this reason, cultural and social variations regarding older adults' experiences with the HCPs treating their diabetes and chronic comorbid conditions warrant further study.
Furthermore, this sample was in relatively good glycemic control (mean A1C 7.0 ± 0.8%, range 5.6-8.2%), which may have influenced their responses during the focus groups. For example, an older adult with a higher A1C level (e.g., 10%) may perceive different challenges with their HCPs that were not discussed in our focus groups. Thus, perspectives of older adults with a wider range of glycemic control are needed.
Additionally, we did not conduct focus groups with older adults with type 1 diabetes and other chronic comorbidities. These individuals may experience unique challenges managing multiple health conditions that are not reflected in our sample of older adults with type 2 diabetes. Furthermore, the use of selfreported diagnoses may have introduced error. Older adults may have confused symptoms and minor ailments with more significant diseases; likewise, they may have forgotten to report important health diagnoses.
Additionally, our study did not include focus groups from the provider perspective. Future research with a larger, more heterogeneous sample should involve the collection of mixed-method data from physician-patient pairs to assess communication and shared decisionmaking regarding type 2 diabetes and comorbidity management.
Finally, the findings from this study are exploratory and should be considered hypotheses.
In conclusion, type 2 diabetes and comorbidity represent serious health care problems to the aging population. Understanding the differential impact of diabetes and comorbid conditions requires careful consideration when treating older adults, and more research is needed to explore physicians' and patients' perspectives on preferences for comorbidity management. HCPs may not always discuss preferences with their patients; however, our findings provide reason for HCPs to consider older adults' preferences in the treatment of multiple chronic health conditions. Furthermore, considering that the Affordable Care Act encourages shared decisionmaking in health care, inquiring about older adults' preferences for care has become even more important for providers to integrate into their clinical practice. [37] [38] [39] Strategies that facilitate a mutual understanding of treatment preferences may help providers and older adults with type 2 diabetes manage multiple health conditions more effectively and with greater peace of mind.
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